Discussion
CHAIR MAN: Mr. J. COSBIE-Ross. I should just like to say before opening the dis cussion on these two papers that I should have thought that a plastic Foley catheter with an infected urine and possibly urea splitters in the urine that calcification is not inevitable but very likely, and I am sure that the Foley catheter is responsible for a tremendous lot of calculi in the bladder and shouldn't be used really, I don't think, in this day and age.
DR. H. TALBOT (U.S.A.). I should like first to ask Dr. Lindan: are those calculi bladder or renal or both? Regarding condom drainage, a couple of precautions are worth emphasis, repeating what Dr. Nanninga just said. A tape or a strap isn't necessary, if the patient or his attendants put it on carefully the use of facing cement of the type used with an ileostomy, if firmly put on with a band of cement perhaps two or two and a half cm. wide it will hold very well because the tubing can be secured on the thigh so that there is no pull on the catheter. Therefore, the cement isn't made to hold the condom against pull but just to make it waterproof. As far as changing is concerned, I think that the best plan is to change it twice a day. I deplore leaving it on longer than that, and we had an eleven and one rule-that it was on I I hours, taken off the penis, dried, left there for I hour and then re-applied. A paraplegic can do this easily himself. A tetraplegic needs help either from his family or from attendants, and this takes a little time and a little money but it does ensure a good result, and you don't get anything for nothing.
PROF. ASCOLI (Italy). Regarding the interesting paper of Dr. Lindan, I have some practical considerations. We have long discussed of what is better, intermittent catheterisation or indwelling catheter. There are tenacious colleagues here who are supporters of the first and others who are supporters of the second method. In my opinion everything depends on the possibility in the end of the medical environment, namely of the condition of the medical staff, of the number and quality of physicians and nurses with excellent urological education and above all of a staff whom you can absolutely trust regarding sterility. The non-touch technique of catheterisation of Sir Ludwig Guttmann is an excellent method, and where I can, I use it. But in hospitals and units where the staff is scarce and where only a few are in a condition of carrying out a proper intermittent catheterisation, the system of the indwelling catheter with or without tidal drainage is preferable. One must not forget the danger of lesions of the urethra which PAPERS READ AT TH E ANNUAL SCIENTIFIC MEETING, 1 9 74 5 9 can happen when the urethra is submitted to too frequent catheterisation. The danger of trauma tis at ion of the wall of the urethra, particularly in paraplegics where the spasticity of the eXlernal sphincter is so frequent and where the catheterisation may be difficult also following the existence of urethral stenosis of inflammatory or traumatic origin, pre existing to the cord injury. I conclude: in a perfectly equipped department provided with an excellent and numerous urological staff, the non-touch method is preferable, but if these conditions are not present, indwelling catheter is better.
DR. CHAHAL (India). I was rather surprised to see the high incidence of stones, in Dr. Lindan's cases because at our Unit in India we were looking for stones and only came across one. Is it the civilisation of the West or something in the East-the diet or the climate? Because we have found only one stone in the last three years, out of 200 patients, and the infection rate is pretty high.
DR. J. VERNON (G.B.). May I ask Dr. Lindan what size catheter she uses and how often they are changed. Are they long-term indwelling catheters?
DR. J. J. WALSH (G.B.). I would like to support Dr. Talbot with regard to the question of tapes. The whole idea of surface adhesive was to prevent these bits of tape and strapping around the penis which is dangerous, and I can see no advantage at all if you have an adequate adhesive you should not use tapes under any conditions at all. We change our condoms once a day, that means usually once in 24 hours sometimes once in eight hours, but I think it is most important, as Dr. Talbot suggested, that you have an hour free to prevent maceration and let the skin dry out.
One last point, as the last speaker mentioned, the question of circumcision being necessary in many cases. Over the years, I have found it very important that if you do circumcise a paraplegic you have to do a very radical circumcision.
One objection that has been raised and that is if you do a very radical one the patient with an upper motor neuron lesion gets an erection which tears the whole thing open. This is a possible danger, but one very simple method I know, both in the theatre before cystoscopies and after operation ether methyl does quieten things down.
DR. SILVER (G.B.). I should like to congratulate Dr. Lindan on a most fascinating paper. I think it raises a fundamental question, and what we're concerned with is whether the kidney is going to get pyelonephritis and the patient is going to die of renal failure some time afterwards. And what we're presented with is a patient with infected urine with or without fever. Now, it's really gone full circle with regard to the treatment of pyelonephritis. What we want to know, and that is, where a person has an infection, has he got a cystitis, pyelitis or pylonephritis? This is where we come to the fundamental question: if he has got a cystitis perhaps it will clear up with a short course of antibiotics, because the infection will clear up better with just drinking water. On the other hand, if he has got pyelonephritis, giving him only a short course of antibiotics, the kidneys are steadily being destroyed by infection. I got the impression from the results that Dr. Lindan presented that many of the cases were, in fact, chronic pyelonephritis and that the courses of antibiotics were not really eliminating the infection. Do we know the length of course of antibiotics? This is the key question, how should we be treating the patient, should it be one week, should it be six weeks, three months-how can you tell if your antibiotic therapy is effective and has eliminated the infection? When we've got those answers we'll know whether continuous drainage or intermittent catheterisation is preferable. Obviously a catheter left in the bladder must be a source of pyelonephritis or ascending infection. So could you tell us the length and duration and the criteria for the diagnosis of elimination of infection?
CHAIR MAN. I think we should try to keep to Dr. Lindan's main theme, which I understood to mean that intermittent catheterisation even in infected cases produced better results with regard to renal damage. Now I think those are the questions that we can put to Dr. Lindan about that subject.
SIR LUDWIG (G.B.). That's exactly what I understood. The facts that are presented to us, I think, are quiet clear, in spite of the small number of cases. We were all previously a little reluctant in those, what we called chronic cases, who came in with chronic infection to discontinue the catheter and start intermittent catheterisation. But I think you have encouraged us to do so by your research. The main point is to watch the residual urine in those cases who have been sterile and have been treated with intermittent catheterisation. This seems to me the cardinal point because any stagnation will produce, of course, ascending infection, even in the intermittent catheterised cases.
PROF. ASCOLI (Italy). Then there is the question of the reflux. If you have reflux it is very dangerous for the bladder to be distended.
DR. R. LINDAN (U.S.A.). First with respect to Mr. Ross's comment, I don't know whether it was a question of urea splitters as calculus formers, I think there is no doubt about this, but there are so many factors that I don't think the catheter by itself is one.
In new patients we have always stressed that they should keep an acid urine, so that we do not get abnormal numbers or very high incidence of urea splitters as infecting organisms.
With respect to Dr. Talbot's question regarding whether they are kidney or bladder stones, in group A we had 19 patients who developed calculi, eight of these had kidney calculi and 14 had bladder calculi-that is three of them had calculi in both places. And in the experimental group we had only five patients with calculi, two in the kidney and three in the bladder. We felt these numbers were too small to try and make any big thing about.
With respect to Dr. Ascoli's comment, all the patients, whether they had indwelling catheters or not, had sterile urines on discharge, and certainly while they're in hospital I firmly believe that you can maintain sterile urines even with indwelling catheters if you have sufficiently skilled personnel and sufficiently good techniques. I also think it is the skill of the personnel which avoids urethral damage with intermittent catheterisation. We have found no evidence of damage to the urethra following intermittent catheterisation. In fact, I feel this is beneficial to the urethra, particularly in the male patients, because an indwelling catheter blocks the mouth of the protastic glands and inevitably leads to chronic prostatitis. If you carry out intermittent catheterisation, you avoid this effect and can treat the prostate when the catheter is removed. We are presently doing this with the newer drugs. So, I don't feel that intermittent catheterisation is of any danger, but I do agree with Dr. Ascoli that it must only be carried out by expert personnel.
With respect to Dr. Chahal, we seem to have enough geographic difference as you mention. We did not have any female patients, these are all male patients we were studying to make the groups as homogenous as possible. I don't know whether I mentioned this during the paper, but in fact we had no calculi developing in our patients while they were in hospital, only with one exception did we see a calculus developing. In the other cases all the calculi developed after discharge from hospital, and interestingly enough, within the first year.
If I may put in a word about the condom drainage, I am sure you can discipline your soldiers. It may be that you can discipline patients in England but you cannot discipline the spinal cord injured patients we get in the States. They are very difficult to handle, this is a terribly different situation, and some of them, in fact, we know very well do not remove their condom sometimes for three months-they just won't take it off. You can tell them what you like, they just don't do it.
With regard to catheter size and frequency of change, we have always maintained the smallest sized catheter consistent with good drainage, and in adults this usually means a 16 Foley catheter for the indwelling catheters. When we do intermittent catheterisation we use a small plastic French, I think it's ten or twelve. Patients in hospital are much more susceptible or much more at risk to develop a serious urinary infection than when they're at home, as at home they seem to become used to their own bugs. Therefore, in hospital we change the male catheters once a week and the female catheters three times a week. The object of this is to disinfect the urethra-there is no other way to disinfect the urethra except to take the catheter out. We carry this out in our intermittent catheterisation. I didn't go into the techniques but we do instal disinfectant into the bladder at each intermittent catheterisation or at each catheter change and we also instil disinfectant up the urethral canal. This has a definite therapeutic value.
Dr. Silver, I think that the remark of Mr. Ross was relevant-I did not have time to go into all the other details of this subject. It is extremely interesting to discover how you find the bacteria, and there are newer techniques which we are hoping to use, such as the fluorescent method for detecting immunoglobulins on the bacteria, which are said to indicate a renal origin rather than a bladder origin, and which we would like to get into and which we plan to get into. We did not carry this out in these patients. With regard to the length of therapy, we were using mainly nephrotoxic drugs. These were our drugs of choice. Gentamicine or canamicine were used for initial treatment, but this type of drug therapy cannot be prolonged so we use them for ten days, which I think is the maximum safe therapy. Certainly all their urines were sterile and the number of white cells had dropped to a minimum after this period of time. In subsequent infections, of course, when they were out of hospital we tried to choose a bacteriocidal drug and which could be given by mouth.
I agree with Sir Ludwig, of course, that it's essential to try and get the residual volume as small possible, and nevertheless to our surprise we sometimes had old lags coming back who had completely sterile urine and what we considered to be unacceptibly high residuals. We had one young boy who absolutely refused to have his catheter back in, although in our estimation his residual volume was too big. He has never developed any infection and he has never shown any deterioration of renal function, but he does do everything we tell him. Apart from that, he takes all his suppressives, he drinks a lot and keeps an acid urine. So, obviously you can get round this if you have the right sort of patient.
DR. NANNINGA (U.S.A.). I should just like to reaffirm what Dr. Talbot said that if you can get these patients to change twice a day you are doing well. If we can get them to change once a day we feel fortunate. I would agree also that if you can avoid the tape and try and get them to use either adhesive cement or the spray-on silicone adhesive it's to your advantage.
